Proceedings of the Royal Society of Medicine 16 22 mm. in one hour (Westergren). W.B.C. 7,000, differential count normal. Chest X-ray normal.
Barium meal and follow-through (Dr. L. S. Carstairs): Normal cesophagus and stomach. Gross enlargement of duodenal loop and normal emptying at first. Brisk jejunal peristalsis at two hours followed by dilatation of jejunum and regurgitation into stomach. Terminal ileum and colon normal. Conclusions: subacute small gut obstruction.
Referred for surgical opinion on day of barium meal. Palms then were unusually red and she said they sometimes looked as though she had been peeling beetroot. Liver function tests normal. No 5-hydroxytryptamine or 5-hydroxyindole acetic acid in the urine.
The presumptive diagnosis was that of small gut tumour and exploration was advised.
Operation (25.7.58). -Right paramedian incision. Unusually large gall bladder emptying readily on pressure. Dilated pylorus and hugely dilated duodenum about 7-5 cm. diameter. First 4 ft. (120 cm.) of jejunum of similar calibre and thickened with gradual return to normal dimensions about middle of small gut. Terminal ileum and colon normal with ascending colon mesentery. No tumour or organic obstruction. Full thickness biopsy of upper (dilated) jejunum and lower (apparently normal) ileum and appendicectomy.
Histology (Dr. P. M. Peters).-Both gut biopsies show severe cedema of the muscularis with fragmentation and degeneration of some fibres. Diffuse mixed inflammatory cell infiltration including a good number of eosinophils. These changes involve both muscle layers and are more marked in the jejunal biopsy. The mucosa also shows some chronic inflammatory cell infiltration with eosinophils present. Subsequent investigations.-(I) Repeat barium meal and follow-through (23.12.58): Little change in appearances but no jejuno-duodenal regurgitation seen on this occasion. Severe headache occurred during the examination and was relieved by an anti-histamine.
(2) Barium enema (12.1.59): No abnormality in colon. Tone and activity normal.
(3) Vitamin A absorption test: Plasma level 33 i.u./100 ml. four hours after 350,000 i.u. vitamin A by mouth. Repeat test two weeks later showed plasma level 100 i.u./100 ml. after four hours (normal not less than 500 i.u./100 ml. at four hours).
(4) Stools: No parasites, ova or cysts present. Fecal fat 19-1 grams; split fat 15-3 grams and unsplit fat 3 8 grams/100 grams dry weight (total fat high normal).
(5) Other investigations: Liver function tests included thymol, ammonium sulphate and zinc sulphate turbidity; serum glutamine pyruvate transaminase; bromsulphthalein and serum protein estimations; all of these were normal. Serum alkaline phosphatase 17 K.A. units. Glucose tolerance and serum calcium normal.
Progress.-Following operation the patient declared that she was greatly improved though it had been made quite plain to her that no curative steps had been taken. Only three attacks of abdominal pain occurred in the next seven months by comparison with almost daily attacks beforehand.
Comment.-The etiology of this case remains obscure. It is difficult to relate the gut changes to the patient's apparently non-progressive. multiple sclerosis or to her migraine of long standing. Although delayed emptying of the stomach and gall bladder has been described by Carstairs (1958) in people with migraine, we are not aware of histological changes in the gut having been reported.
It is tempting to suggest that the gut disorder may be allergic, but there is no evidence of this and the patient showed no hypersensitivity to routine allergen tests.
It should be emphasized that the tissue changes in this case are more marked in the muscular than the mucosal layers and are not confined to the dilated and thickened part of the gut. The . Mrs. L. S., aged 54, was admitted to hospital in coma on 16.6.58 after a sudden severe headache followed rapidly by unconsciousness. On examination.-Comatose but responding to painful stimuli. Gross neck stiffness; constriction of the right pupil; hypotonia of the left arm and leg; diminished tendon reflexes on the left; and a positive Babinski sign on both sides.
Investigations.-Lumbar puncture: Uniformly blood-stained fluid. X-ray of skull: Pineal gland displaced to the left. Right carotid angiogram: A-P views, displacement of the anterior cerebral artery to the left and elevation of the middle cerebral artery; lateral views, stretching of the carotid "siphon" and upward curving of the middle cerebral artery.
After these investigations, her condition deteriorated: there was no response to painful stimuli; both pupils were fixed and dilated; there was Cheyne-Stokes breathing, a rapid irregular pulse, a temperature of 1010 F., flaccidity of all limbs and a positive Babinski sign on both sides.
Diagnosis.-Spontaneous haematoma in the right temporal lobe, subarachnoid haemorrhage, and advanced brain-stem compression.
Management.-As she was in extremis, it was decided to produce shrinkage of the brain by cooling and thereby reduce brain-stem compression. Surface cooling by means of ice-bags and fans was used in combination with intravenous injections of pethidine, chlorpromazine and promethazine. The rectal temperature was maintained in the region of 870 F. for thirty-six hours. At the end of this time, the level of consciousness had improved; breathing was regular; the pulse was slower and regular, and the right plantar reflex was normal.
After tracheostomy, the opportunity was seized to elevate a bone flap and evacuate the intracerebral hmmatoma. The temperature was then allowed to rise gradually. A sharp fall in blood pressure was corrected by intravenous injections of hydrocortisone. By 25.6.58 consciousness was fully restored but there was a left hemiparesis, which, however, recovered by the time the patient was discharged from hospital on 21.8.58.
Comment.-This case illustrates an important application of induced hypothermia. By shrinking the brain in this way a very advanced degree of brain-stem compression was improved enough to allow evacuation of the himatoma.
Animal experiments show that during recovery from operations performed during induced hypothermia the secretion of the adrenal cortex is three to four times that following operations performed at normal temperatures (MacPhee et al., 1958) . Adrenal insufficiency was therefore the likely explanation of this patient's hypotension and its response to hydrocortisone. -This 42-year-old man, after scarlet fever at the age of 5, started gaining weight at the rate of about 1 st. per year until he was 18 years old, after which his weight varied between 20 st. and 24 st. Under medical treatment this was reduced to 18 st. This treatment consisted in the provision of an adequate calorie intake obtained almost entirely from protein, which was unrestricted. He was allowed reasonable amounts of fat and fried food was not denied him, for any reasonable person would rather be obese than exist on a fat-free diet. Experience shows that the appetite does not demand much fat if carbohydrate is greatly restricted. His carbohydrate intake was reduced to the lowest practicable level.
He was referred for surgical treatment of his abdominal "apron" and of his gynecomastia, when his weight was 17 st.
It seemed clear that three of the five direct indications for surgery in obesity were present in this case. That is, he had bulky and dependent breasts, a heavy abdominal "apron", and a "lost penis" invaginated in a pre-pubic pad. The fourth indication for surgery in obesity is intertrigo between grossly enlarged thighs, which may be so severe and so otherwise intractable as to render the patient largely bedridden. The fifth indication is lipodystrophy of which the mechanical effects or unsightliness may only respond to surgical excision. Operation (6.11.58, at the Royal Northern Hospital).-The excess fat from each bosom (about 1-2 lb.) was removed and a male contour restored. Under the same anesthetic a radical removal of the abdominal apron was done, preserving the umbilicus. The removal included most of the pre-pubic pad which uncovered the penis.
Healing was relatively uneventful and he was discharged after three weeks.
The total weight of skin and fat removed was about 14 lb. His weight on discharge was 16 st., and at present (three months later) is about half a stone less. He has been dieting since operation.
Comment.-It is interesting to consider the maximum weight of fat which can be removed at one operation. I (P. C.) have never removed more than about a stone at one operation. I have sometimes removed as much as this both from the abdomen or from both breasts. It is mainly the relief of the-mechanical impediment
